area of the cornea previously invaded is dotted with fine flecks of deposit, forming a thin white cloud. There is a similar condition in the left eye, but less marked. The corneae do not stain with fluorescin. The deposits do not feel gritty to the touch. The conjunctival surface of the eyelids is quite smooth and there is no history or evidence of past trachoma.
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DISCUSSION.
Mr. BATTEN said that the patient had + 4D. of astigmatism, and he did not think the change in the cornea could be the cause of -the astigmatism; but it was possible that the spasm to correct the astigmatism might produce the vascularity seen. It had just been pointed out to him that with high magnification there were also fine white dust-like particles throughout the rest of the cornea.
The CHAIRMAN asked whether Mr. Batten could state anything about the history of the case, especially as to any previous eye or lid trouble. He did not think the conjunctivE could be called normal, though it was true they were not follicular or granular. The upper lids were markedly thickened, and there was noticeable ptosis, more marked in the eye with the worst cornea.
Mr. ERNEST CLARYE asked what treatment Mr. Batten proposed to carry out.
Mr. BATTEN replied that the only piece of information the mother could give was that the child once had " blight" for a few days; otherwise she had had no trouble with the eyes. At present the redness and cedema of the conjunctiva was more marked than previously. He thought the amount of conjunctivitis present was due to her having so much astigmatism. There was no family history of any such condition. In reply to Mr. Ernest Clarke, he proposed to do a peritomy and cauterise.
Conical Cornea with Raynaud's Disease.
By CHARLES WRAY, F.R.C.S. THE patient, a female, aged 26, has had trouble with her sight for six years, but never had to sit on the front benches at school. There is no swelling about the neck, and no tachycardia or any symptoms associated with disease of the thyroid gland. The patient states that her general health is good, but the hands are always bluish-red, congested, and very cold to the touch. The finger-nails are thin and somewhat ill-developed. Contrarv to rule, the cone is central and the summit occupies the centre of the cornea. Doubtless the absence of the usual semilune of comparatively sound cornea skirting the upper part of the cone explains the poor vision obtained bv the correction of her refraction. The keratometer shows astigmatism 5D., axis 30, or 120 in the right eye. In the left the astigmatism appears to be 8D., axis 70, Below are drawings of the cornea as seen when the maximum attempt has been made to measure the astigmatism by means of Sutcliffe's keratometer. Figs. 1, 2, and 3 show the final appearances in in the estimation of astigmatism in the normal eye and the patient's right and left eyes respectively. It will be noted it is immeasurable in the left eye as the upper circle cannot be brought into contact with the lower.
The case will be re-exhibited after treatment.
FIG.
As seen in +8D. conus astigmatism. Right eye.
FIG. 3.
In very high grade conus astigmatism not measureable by means of the keratometer.
Left eye.
